INTRODUCTION

outbreak of gastroenteritis
The epidemic began in June, peaked in September/October and began to decline in December. In 1994,48 cases were reported up to May 29.
on a container ship Figure 1 shows the number of cases by week of onset.
returning from Asia
NoTIFIcATIoNS
Notifications were received from doctors, hospitals, parents, schools and laboratories. All cases were corffirmed, by telephone, with the diagnosing doctor.
Monitoriflg trauma
A clinical case definition for measles, as described in the NSW Health Department outcomes in NSW was employed. Measles was defined as an illness Infections Disease Manual, ____________________________________ characterised by all the following features:
• a generalised rash resembling measles;
EI Public Health Abstracts
• a fever; and • cough or conjunctivitis or coryza or Koplik spots.
Infectious Diseases
Laboratory notifications were accepted if measles-specific 1gM antibody was ____________________________________ demonstrated or measles virus was isolated from a nasopharyngeal aspirate. Fourteen per cent of notified cases were laboratory-confirmed. Data on the total 66 Not'fications number of cases tested were not available. ____________________________________
.
Letters advising 0f the outbreak and the need for immunisation of all unimmunised children were sent to all councils and community health centres in the Western Sector and to all GPs in the Blacktown and Penrith LGAS. Principals or directors of each affected school, preschool or day care centre were contacted and similar letters were sent to parents. The PHU, in conjunction with local councils and community health services, organised seven immunisation clinics at priority schools in the BlacktownlMt Druitt area. A further four immunisation clinics were organised by community health services in Blacktown and Mt Druitt. In October, the recommended age of MMR vaccination was lowered from 12 months to 6 months for children living in the Biacktown and Penrith LGA. This advice was given until March 1, when the age for measles immunisation returned to 12 months for all children.
UNDER-ASCERTAINMENT OF CASES
A study in five primary schools in the Blacktown and Penrith
LGAs suggested case numbers may have been even greater than those notified. Thirty-four classes, from kindergarten to grade 4, with at least one notified case of
MEASLES CASES BY DATE OF ONSET WESTERN SECTOR PUBLIC HEALTH UNIT JANUARY-DECEMBER 1993
Number of cases 2 4 6 6 1012 ¶416 l520222426285D223436354O42444e45 5052 Epiwk measles, were included in the study. Parents were asked if their child had suffered a febrile illness, with a rash, between June and November 1993. Details of associated symptoms and doctor visits were also obtained. A total of 883 questionnaires was distributed and 796 (90 per cent) were returned. Histories from 91 children met the above clinical case definition for measles and 37 (41 per cent) of these had been previously notified. Of the 54 cases who had not been notified, 46 (85 per cent) had been diagnosed with measles by a doctor. These results suggest a large proportion of doctors failed to notify and that the notification system may have detected less than half the cases. A similar estimate of reporting efficiency was found in a 1991 New York study2 where only 45 per cent of hospital measles presentations were finally notified.
Notification data are rarely complete. It is important to recognise under-ascertainment, as assessment of the size of an outbreak can greatly influence resource allocation and implementation of control measures. Further strategies need to be devised to increase measles notification rates in NSW. is article describes action taken when the NSW Health Department responded to a notification by the Australian Quarantine Inspection Service (AQIS) that 13 crew members on an Australian container ship, due to dock at Port Botany, had been unwell with a diarrhoeal illness. The ship had travelled to Asia and the notification was received four days before it was due to berth in Sydney on its return trip. The ship's master was concerned that crew members had become ill after docking in Taiwan, 19 days before their arrival in Sydney.
INVESTIGATION OF AN OUTBREAK OF GASTROENTERITIS ON A CONTAINER SHIP RETURNING FROM ASIA
Following contact with the shipping line, arrangements were made for staff from the Eastern Sydney Public Health Unit and the Epidemiology Branch to investigate the possibility of an outbreak of foodborne or waterborne illness, institute any public health or quarantine measures necessary to minimise further spread of infection and prevent recurrence of similar outbreaks on the ship. The aims of the investigation were to:
• ascertain whether any affected crew members had a quarantinable illness requiring isolation or medical attention; and • identify the source of infection andlor any shipboard practices that might have favoured its spread.
One member of the team (MF) had authority under the Commonwealth Quarantiiw Act 1909 to conduct this investigation.
BACKGROUND The ship's company and its itinerary
The ship was a cargo container vessel with a company of 20 Australian males. The ship had left Brisbane four weeks previously. The itinerary included the following ports (in order): Yokohama, Yokkaichi, Nagoya, Osaka, Keelung (Taiwan) and Hong Kong. All crew members had boarded the ship at Brisbane and remained as part of the company until arrival in Sydney. No additional crew were taken aboard at other ports.
When the ship entered Port Botany, it was flying the yellow quarantine flag, signalling illness on board. Crew disembarkation and unloading of cargo could not begin until the ship had been cleared by the investigation team. There was considerable pressure to complete the investigation as soon as possible because of the commercial imperative to unload cargo, and because many crew members were due to leave the ship after completing a tour of duty of several weeks' duration.
Facifities
Food sources and preparation
A set menu was prepared on the ship daily by the same two crew members. Crew members could eat whatever they wished from the food stores at any time. All packaged foods and most fresh food had been bought in Australia. Some perishables were obtained, from each of the overseas ports, as required. Fresh vegetables and fruit were obtained on this trip at Keelung, Taiwan. When on shore, the men generally ate main meals prepared on the ship.
Water suppl.y
Only desalinated water was used on the ship for drinking and washing. Desalination was the only treatment for the drinking water. Ice was made in a machine using stored desalinated water.
Living quarters
Each crew member had separate living quarters with individual toilet facilities.
Ballast water
Before docking, the Water Board was asked about the appropriate procedure for discharge of ballast water, because of the potential for transporting contaminated ballast water from other waters to Sydney Harbour. The Water Board advised that ballast water was routinely discharged into Sydney's sewerage system and treated. As ballast water did not pose a health threat, it was discharged into Sydney's sewerage system before docking.
INVESTIGATION METHODS
Brief details such as number of cases, approximate onset dates, itinerary and condition of cases were obtained from the ship, through the shipping agent, in the three days before docking. Upon docking, investigators administered a verbal questionnaire to each crew member. Based on the histories, a case definition was defined as the presence of diarrhoea (loose or frequent stools). As the peak onset of illness was found to be two weeks before interview, no accurate food history could be obtained. As all cases were asymptomatic at the time of interview, detailed questioning about each meal was also considered unnecessary.
An immediate decision was made by the interviewers about whether each crew member had a quarantinable illness or required immediate medical attention. Stool specimens were obtained from three of four cases whose diarrhoea had ceased in the 48 hours before interview. These were sent to the Institute of Clinical Pathology and Medical Research, Westmead Hospital, which deals with all quarantine specimens.
Menus, food preparation and storage facilities, living quarters and water desalination facilities were inspected. The chef was interviewed about food preparation and hygiene in the galley. Specimens of vegetables and milk were sent to the Division of Analytical Laboratories for culture. The general level of hygiene on the ship was assessed and specimens of stored water were taken.
Gastroenteritis
Continued from page 61 outbreak, as the symptoms were non-specific and/or of short duration (for example, one episode of vomiting, slight change in bowel habits). The frequency of reported symptoms for the 16 cases is outlined in Table 1 .
The onset of the first case occurred 24 hours after the ship had left Taiwan. The peak incidence of cases occurred two days after the ship left Taiwan (Figure 2 ). At the time of interview, all men said they had fully recovered. However, one crew member had had diarrhoea until the previous day. On inspection of the facilities, it was considered that the standard of hygiene, particularly in food preparation, was adequate. All cultures of stool, food and water were negative.
DISCUSSION
The history given by the company suggested that an outbreak of a foodborne or waterborne illness had occurred on the ship. After preliminary investigation, we decided that crew members were unlikely to be infectious at the time of docking, as the illness appeared to have been self-limiting. The history given in all cases was not suggestive of cholera nor of any other quarantinable illness.
As a detailed food history was not taken, no point source of foodhorne or waterborne illness was identified. The ship's master considered the source was vegetables bought in Taiwan, as the outbreak occurred within 24 hours of docking at Keelang. Specific questioning was therefore directed to procedures for washing fruit and vegetables, and utensils used in preparation of vegetables. These procedures were considered adequate. The potential for transmission of waterborne infection from the ice machine was considered, but could not be confirmed.
PUBLIC HEALTH ACTION
The attending AQIS officer was informed that crew members did not have a quarantinable illness, and the investigation team authorised crew members to disembark or begin unloading cargo. The yellow quarantine flag was lowered.
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EPIDEMIC CURVE
OUTBREAK OF DIARRHOEAL ILLNESS ON A CONTAINER SHIP
Number of cases
Number of days after leaving Taiwan The investigation team requested that all provisions obtained overseas (comprising fresh vegetables and fruit) be placed into quarantine bins for destruction, and that water tanks be emptied. An information sheet was provided to the company with contact numbers, should they become ill. Advice about avoidance of foodborne and waterbome illness was given, such as preventing transmission by ice-making facilities or inadequately washed uncooked vegetables or fruit.
CONCLUSION
While the investigation of an outbreak of diarrhoeal illness on a container ship arriving from overseas was an unusual occurrence, the potential for further occurrences exists. The extent to which outbreaks of gastroenteritis or other illness occurs on ships such as these, and are not notified to quarantine authorities, is unknown.
We could not positively identify a causative organism from stool, food or water samples, and the most likely diagnosis was that of a viral food or waterborne illness. However, because of the potential for the transmission of a quarantinable illness, a thorough investigation was considered necessary, despite the subsequent negative microbiological findings.
Because of the need to detain all crew members aboard a ship until a preliminary investigation is complete, rapid investigation and clinical decision-making is required in outbreak investigations on ships or aircraft. Guidelines prepared by the US Centers for Disease Control, in addition to the methods and questionnaires used in this investigation. may assist in investigations of this nature in the future.
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MONITORING TRAUMA OUTCOMES IN NSW
is article, by the NSW Trauma System Advisory • identification of issues for, and participation in, Committee, outlines the rationale, objectives and injury prevention programs; development of the NSW Trauma System since its inception U ongoing formulation of policy regarding trauma in 1988 and reports on methods devised to monitor the services in NSW; and health outcomes of the system.
• evaluation of health outcomes.
BACKGROUND
In November 1988, on the basis of strong professional support and clear evidence for what worked, the NSW Health Department endorsed the establishment of a network of regional trauma services that would improve patient care and outcomes1. The design of the system was based on the findings of clinical research indicating that an effective trauma system is based on:
• accurate pre-hospital triage; • rapid transport of seriously injured patients to hospital; and • a systematic response in hospitals to the reception and treatment of trauma.
In 1991 the Policy for Trauma Service was revised2 to take account of earlier structural changes in NSW Health introduced in 1988. These changes involved reorganising the health care system into ten Health Areas and six rural Regions'. In 1993 the plan was updated to take account of the rural restructuring into Health Districts1.
On March 29, 1992 the pre-hospital component of the NSW State Trauma Plan was activated in Sydney. To ensure the right patient is taken to the right hospital, ambulance officers use a set of assessment guidelines (trauma triage guidelines) to sort patients according to the presence or risk of serious injury. Patients with serious injury are transported directly to a major trauma service hospital, even if this means bypassing a local hospital. The following year (1993) an early trauma notification system was introduced in some localities of rural NSW.
NSW TRAUMA SYSTEM
The NSW Trauma System aims to improve the outcomes of trauma patients continuously through better integration and efficient use of pre-hospital and hospital resources across the State, the adoption of more effective approaches to trauma management, and the use of nationally and internationally accepted best practice guidelines.
The NSW Trauma System now operates within Local Area Networks bounded by existing Health Areas and Rural Networks that cover several Health Districts. Hospitals within each network provide trauma services appropriate to their designated role. A System Advisory Committee coordinates the system-wide organisation of trauma services and reviews the performance of the system.
MoNIToRING HEALTH OUTCOMES
Consistent with reconimendations of the National Road Trauma Advisory Committee Report on Trauma Systems, a program is being implemented to monitor the performance of core components of the NSW Trauma System2. This program builds on the work done on the initial evaluation of the metropolitan component of the NSW State Trauma Plan and draws on developments in system-wide quality assurance put forward by the American College of Surgeons and San Diego County trauma system".
Monitoring involves two separate but concurrent review processes:
Clinical audit a confidential process that clinicians undertake at hospital, network and system levels and involves the detailed review of cases according to certain critena. Statistical review -reporting on aggregate data to evaluate the process of trauma care from the prehospital phase to discharge from hospital or rehabilitation.
Major issues addressed by the monitoring program will include7 assessing the appropriateness of care (comparing the process of care against an evidence-based 'gold standard'), assessing performance of the trauma system (concentrating on issues of efficiency), and assessing the outcomes of trauma care (examining mortality and quality of life after injury). The monitoring program will involve both the urban and rural components of the system and take account of statutory provisions for confidentiality of the Local Area, Rural Network, and State-wide quality This is being achieved through the: organisation and delivery of effective pre-hospital and hospital services, including efficient management of the linkages between and within these services; planning and provision of educational and skills maintenance programs for all staff involved in trauma care; monitoring and evaluating the core components of the system -ambulance services, hospital trauma services, local networks and the linkages between metropolitan and rural networks -and providing feedback continuously to improve the performance of the system; review of aspects of related services that have an impact on the care and outcomes of trauma patients, such as medical retrieval services; reporting on recent advances and emerging standards in trauma care; assurance processes.
TRAUMA INDICATORS
National and international standards and performance criteria for trauma systems underpin the proposed trauma indicators. Specffic reference has been made to the American College of Surgeons' guidelines for trauma systems, Royal Australasian College of Surgeons' guidelines and the National Trauma Systems Guidelines of the National Road Trauma Advisory Council (NRTAC) released in October 1993. Consideration has also been given to other indicators recommended by the Australian Council of Healthcare Standards and by the professional colleges.
Monitoring the outcomes of trauma care will occur at each level of the system from hospital to Local Area Network and State-wide (systemwide).
The indicators outlined here focus on system-wide monitoring in Health Areas and are designed to answer a series of questions about the quality and outcomes of 
Is DIAGNOSTIC ULTRASOUND SAFE?
Diagnostic ultrasound is being used in sri increasing number of ways. It is particularly useful in the practice of obstetrics, and it is pleasing to report that the use of ultrasound is safe from the point of view of overheating the unborn foetus in particular. Exposures to ultrasound resulting in temperatures less than 38.5 degrees Centigrade can be used without reservation. 
GoING BLIND IN AUSTRALIA
Going blind in Australia is overwhelmingly a problem of older people, with 85 per cent of those who are legally blind being 50 years of age and over. There are three main issues: most visually impaired people retire with relatively normal eyesight and with no more than presbyopia (loss of visual acuity as a consequence of aging); those with visual impairment very often have eye disease and are not merely suffering from old age; and the major eye disorders affecting the older population, such as cataract, glaucoma and agerelated macular degeneration, are all progressive and if untreated will cause visual impairment and eventual blindness. Early detection and treatment can effectively control most of these disorders.
Livingston PM, Guest CS and Taylor HR. Med J ofAust 1994; 160:3-4
PROGRESS IN POLIO ERADICATION
Few issues in public health policy have generated a longer controversy than the choice between oral and inactivated polio virus vaccines. Experts in the field have concluded that the combined approach could be usefully evaluated in countries (such as Australia) with high vaccination coverage and that have achieved, or are on the verge of achieving, elimination of natural infection. The use of sequential schedules of two doses of inactivated polio virus vaccine followed by two or more doses of polio virus vaccine could be considered, particularly in countries where vaccineassociated poliomyelitis has become a major concern but where the threat of importation of wild polio virus remains. In most countries an inactivated polio virus vaccine-only schedule is a realistic option only when natural infection has apparently been eliminated globally.
Patriarca PA, Foego WH and Swartz TA. Lancet 1993; 1461.1463
HIGH-SUGAR DIET AND CHILDHOOD BEHAVIOUR
Both dietary sucrose (refined sugar) and the sweetener aspartame have been considered a possible cause of hyperactivity and other behaviour problems in children. An American prospective study among small numbers of children (about 25 in each of two groups) has clearly shown that even when intake of sucrose and aspartame exceeds typical dietary levels neither dietary sucrose nor aspartame affects children's behaviour or cognitive function. One group contained normal pre-school children and the other consisted of children who were recruited through advertisements and were allegedly sensitive to sugar. 
trauma outcomes
Continued from page 63 trauma care. Other review processes operate at the network and hospital levels. Some of these, such as clinical audit of deaths, will provide statistical summaries for system-wide review.
Information on trauma indicators is presented in Table 2 as follows:
•phase of care being monitored; • questions to be answered about the appropriateness, performance or outcomes of the relevant components functioning at this phase; • data requirements to provide outcome information; and • health outcome indicators used to monitor this phase of care. 
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HAEMOPHILUS INFLUENZAE TYPE B (HIB)
A total of 22 notifications for Hib disease was received for the period January to May 1994, a rate of 0.85/100,000 population. This compares with a notification rate of 3.801100,000 population for 1992 and 2.18/100,000 for 1993. For children less than five years of age, the notification rate has decreased from 24. 1/100,000 population in 1993 to 6.49/100,000 population this year. This decrease is directly attributable to the immunisation program for children aged less than five years.
PERTUSSIS (WHOOPING COUGH)
The decrease in notifications continues (Figure 4) . The notification rate for pertussis for the period January to May 1994 was 17.4/100,000 population, a decrease from 20.1 for the first four months of the year.
Nineteen per cent of notifications were for children aged less than five years. A fl.irther 40 per cent of notifications were for schoolaged children. These proportions have not changed since the previous reporting period. The mean age for notifications was 22.2 years (range one month to 87 years).
Four Local Government Areas (LGAs) -Sutherland, Ballina, Lismore and Grafton -have reported 20 or more notifications this year.
MEASLES
Notifications for measles continue to decrease ( Figure 5 ). The notification rate for the period January to May 1994 was 9.76! 100,000 population. This compares with a rate of 11.7 for the first four months of the year.
Four
LGA.s -Blacktown, Blue Mountains, Lismore arid Coffs Harbour -have reported 10 or more notifications.
The mean age for notifications was 8.3 years (range three months to 64 years). Sixteen per cent of notifications were for neonates and infants ( one year of age). Fifty-nine per cent of notifications were for children over the age of five years, while 25 per cent were for people 12 years and older.
Measles is notifiable by medical practitioners, laboratories and hospital chief executive officers under the Public Health Act 1991. For the period January to May, 63 per cent of notifications were made by medical practitioners, 15 per cent by hospital chief executive officers, 13 per cent by laboratories and 9 per cent by other agencies (e.g. childcare facilities).
LEGIONNAIRES' DISEASE
A total of 13 notifications for Legionnaires' disease has been received this year, a rate of 0.5/100,000 population. Only two notifications were received for April 1994. Three deaths were reported to the end of May.
Seven isolates of Legionella have been recorded on the Infectious Diseases Surveillance System -five for Lpneumophila, one forL longbeachae and one for L micdadii.
GONORRHOEA
A total of 135 notifications for gonorrhoea has been received this year, a rate of 5.3/100,000 population. This represents a 20 per cent decrease over the same period last year. Only 32 per cent of notifications were for a specific site. MENINGOCOCCAL DISEASE Twenty-five notifications for meningococcal disease have been received this year, a rate of 0.17/100,000 population. This represents a 29 per cent decrease over the same period last year.
Since July 1993, bacterial meningitis due to meningococcus has exceeded that due to Hib (Figure 6 ).
INFLUENZA SURVEILLANCE
During May data on GP sentinel surveillance were received on approximately 16,000 patient visits a week to 110 doctors through nine Public Health Units (PHIJs). The percentage of total consultations for influenza-like illness remained fairly constant in most areas of NSW, with the exceptions of Western Sydney and Wentworth (WSW) which increased to 3.7 per cent, and Northern Districts (ND) which increased to 1.8 per cent. However, the average for the State is still less than 2 per cent, similar to levels at the same time last year. A level of 10 per cent may be considered an epidemic.
Data on school absentee rates are now being received from five PRIJs covering more than 9,000 students in 13 schools around the State. No clear upward trend is yet discernible.
Laboratory reports show no increase this year in influenza diagnoses. Only six positive serology samples (including both influenza A and B) have been reported in the past two months by The Prince of Wales laboratory and none at Westmead ICPMR. There have been only two viral isolates of influenza A at Westmead ICPMR.
SENSITIVITY OF GONOCOCCAL ISOLATES IN SYDNEY AND NSW, JANUARY-MARCH 1994
The Neisseria Reference Laboratory at The Prince of Wales Hospital examined a total of 144 isolates of Neisseria gonorrhoeae in the first quarter of 1994, a similar number to that examined in 1993 (157) and 1992 (146).
Antibiotic resistance is little different from that observed in the corresponding period in 1993, with about 40 per cent of strains having one form of penicillin resistance. The percentage of stains chromosomally resistant to penicillin continues to be high, with about 32 per cent of all isolates showing this characteristic.
Little resistance to other antimicrobial agents was seen in this group of isolates. All strains were sensitive to ceftriaxone and spectinomycin. Only three strains (2 per cent) showed high level resistance to the tetracyclines. No strains with high-level quinolone resistance were detected.
The male:female ratio of infection was 6:1, a distribution of disease seen for quite some time. Strains with decreased sensitivity to penicillin now comprise a much higher proportion of isolates from males. These appear to have displaced the fully sensitive isolates of A/S class WtIIB2 which predominated in male patients for a number of years, although strains of this type are still circulating. The hepatitis E virus (HEV) is a recently discovered cause of acute hepatitis, which is transmitted by the faecal-oral route. The infection is marked by acute hepatitis after an incubation period of 20-40 days. There is no carrier state. Hepatitis E infection during pregnancy results in a high case-fatality rate. The virus is the most common cause of acute hepatitis in adults in Asia and Africa, and has been associated with large water-borne epidemics.
Cases described from industrialised countries have occurred in travellers returning from endemic regions. The first Australian case of acute hepatitis E was reported in Victoria in a child who had recently arrived from Pakistan1. The diagnosis was confirmed by the presence of specific 1gM in the patient's serum, detection by electron microscopy of However, considering about 10 per cent of NGU is due to Chiamydia infection, it is clear this organism is still a significant public health problem in NSW. In the US Chlamydia infection has been found to be more common among women than men, but this is not reflected in NSW data.
CIGUATERA OUTBREAK, NSW, 1994
Edward Kran, Senior Policy Adviser, NSWHealth Department Brett Campbell, Food Surveillance Officer,
Central Sydney Public Health Unit
Public Health Units are investigating an outbreak of ciguatera poisoning associated with Queensland spanish mackerel. Initial notification was of four cases from a party of six in the North Sydney Area. The cases had eaten homecooked fish bought from a retail outlet at Sydney Fish Markets, Pyrmont on May 21. Two cases sought hospital treatment. Subsequently three further cases were notified from the Central Sydney Area. These cases had bought identical fish from the same retail outlet on the same day. All PHIJs were notified and asked to undertake active surveillance through Accident and Emergency Units. This surveillance disclosed two further cases in the Hunter Area which had not been previously diagnosed had also bought the same fish from the same location on the same date.
Investigation at the retail outlet revealed three further cases among its staff. All cases were found to have consumed cutlets from one 21 kilogram spanish mackerel which was part of a shipment of spanish mackerel from Queensland. The distribution of the shipment to retail outlets in NSW was traced and action undertaken to ensure no fish remained on sale. The Department issued a media release advising people who had bought spanish mackerel and then become ill to contact their PHI]. One couple who had frozen cutlets of the implicated fish contacted their PHU and thereby avoided illness. Thirty additional cases were notified as a result of the press release. Ciguatera is a naturally occurring fish toxin (lipid soluble polyether compounds) that has the potential to affect a wide variety of tropical reef fish sporadically. Ciguatera toxins are derived from dinofiagellates (Gambierdiscus toxicus) which are consumed by marine organisms. The toxins are transferred from the benthos to herbivorous species and then to carnivorous fish via marine fbod chains. The toxin becomes more bioconcentrated as it moves up the food chain and poisoning is usually associated with consumption of larger predatory reef fish such as barracuda, coral trout, grouper and spanish mackerel. Fish appear to be protected from the toxin. A previous outbreak in NSW in 1987 involving 64 cases was also traced to Queensland spanish mackerel. The toxin is tasteless and heat stable. Cooking does not render the fish safe for consumption.
Initial symptoms of ciguatera poisoning are usually gastrointestinal (nausea, vomiting, watery diarrhoea and abdominal cramps) and develop 3-12 hours after consumption of fish. They are usually followed by development of neurological symptoms including paraesthesia, arthralgia, myalgia, dental pain, convulsions, muscular paralysis, audio arid visual hallucinations, vertigo, severe headache, diaphoresis, loss of short-term memory and temperature perception reversals. Skin rashes on the limbs, neck and trunk often occur within a few days to a few weeks after consumption. Long-term disability is reported in severe cases with loss of energy, arthralgia, myalgia, headache and pruritus. Consumption of alcohol can exacerbate symptoms and should be avoided even months after apparent recovery from poisoning. Studies have reported increased severity of illness following ftirther exposure and an increase of the notification rate with age which suggests a possible accumulation of toxin in the human organism. Cases should be advised to avoid consumption of reef fish for 6-12 months.
Intravenous manriitol has been reported as being successfully used for treatment, as reported in the ----------------venereum  Female   ---------------Total   ---------------- 
